technology, the advanced hysteroscopist can safely and effectively manage gynecologic conditions associated with Müllerian anomalies.
OBJECTIVES:
To describe laparoscopic repair of a vesicovaginal fistula. A 47-year-old woman with multiple previous abdominal surgeries (2 cesareas and appendectomy), presented with a vesicovaginal fistula after abdominal hysterectomy. She had been noted to have a bladder injury that was repaired at that time. A vesicovaginal fistula developed seven days later, and she was referred for repair four months later. The location of the fistula was deemed amenable to repair using a laparoscopic approach. DESCRIPTION: The total operative time was 300 minutes, including initial cystoscopy, placement of right ureteral catheter and repositioning. The estimated blood loss was 150 mL. We first performed a cystoscopy and showed a supratrigonal solution of continuity to vagina of approximately 20 mm in maximum diameter. Indigo carmine was injected intravenously, observing right ureteral meatus ejaculation, 20mm far from the fistula. Left ureteral meatus did not ejaculate and was located 5mm far from the fistulous tract. The fistula was repaired and left ureter was reimplanted using laparoscopic techniques without complications, and the patient went home on the second postoperative day. The Foley catheter was removed 3 weeks postoperatively. The patient continued to void normally without recurrence at 8 weeks of follow-up. CONCLUSION: Laparoscopic repair of vesicovaginal fistulas requires advanced technical skills. We describe a minimally invasive laparoscopic approach to repair a vesicovaginal fistula and concomitant left ureteral reimplantation. OBJECTIVES: to demonstrate use of transvaginal laparoscopy and preoperative and intraoperative ultrasound to determine whether TVH can be done in women with chronic pelvic pain or multiple prior C-sections or whether laparoscopic assistance will be needed. DESCRIPTION: Approximately 25% of women with chronic pelvic pain have endometriosis, and need thorough evaluation of the pelvis intraoperatively so that endometriosis and adhesions can be addressed We demonstrate our technique for vaginal diagnostic laparoscopy to evaluate the pelvis in these women. We have performed 10 cases thus far in women with chronic pelvic pain, where suspicious for endometriosis is low based on preoperative evaluation. we have been able to continue the case vaginally without needing placement of a laparoscope. As one out of three women are delivered by C-section in our country, more patients needing hysterectomy will have had multiple C-sections, To triage these patients between straight TVH or laparoscopic hysterectomy, intraoperative ultrasound can be used to evaluate for anterior cul de sac myometrial adhesions that can make a TVH challenging. Here we show several cases in patients with more than 1 prior c/s, where ultrasound is used to determine hysterectomy route. We have currently performed this intervention in 7 patients, 5 of whom had negative findings and subsequently had an uncomplicated vaginal hysterectomy. CONCLUSION: Vaginal laparoscopy and intraoperative ultrasound using saline infusion of pelvis are two techniques to triage patients between straight vaginal hysterectomy or laparoscopic hysterectomy. These techniques have allowed us to complete the majority of our hysterectomies vaginally in women with chronic pelvic pain and multiple prior C-sections without the need for laparoscope. 
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